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The majority (69%) were only found upon claims review. Pathway compliance for 
chemotherapy was 99% for the 250 regimens selected through the DST and 89% for 
the 548 regimens identified through claims analysis only (p < .05). CONCLUSIONS: 
Use of a real-time, point-of-care DST can significantly enhance pathway compli-
ance, but low adoption rates and usage limit the current benefit of this technology. 
Further research is needed to identify barriers to real-time, point-of-care DST adop-
tion, which include impact on workflow, redundancy to electronic medical record, 
and perceptions of intrusion.
PHS142
StatuS of BirtHS made witHin SuS in Brazil
Sansone D., Etto H., Andrade T.R., Araujo G.T., Fonseca M.
AxiaBio, São Paulo, Brazil
OBJECTIVES: To evaluate the distribution and costs of the deliveries made by the 
Unified Health System (Brazilian National Public Health System) in different regions 
of Brazil. METHODS: The data was obtained through the DATASUS database in the 
Hospital Information System searching for childbirth procedures codes between 
2008 and 2013. The population data were obtained from IBGE (Brazilian Institute of 
Geography and Statics). RESULTS: More than 11 million child deliveries were made 
through SUS between 2008 and 2013, totaling an expense of R$7,310,082,363.75 (an 
average of R$1,218,341,060.33 per year). Regarding the North, Northeast, Midwest, 
Southeast and, South regions and Overall Brazil, the indices were respectively: (1) 
Percentage of births in six years; 12%, 35%, 7%, 34%, 12% and 100%. (2) Percentage 
of spending on births in six years; 11%, 33%, 7%, 36%, 12% and 100%. (3) Number 
of births per 100,000 women between 10 and 49 years; 4,179.73, 3,454.16, 2,914.86, 
2,496.46, 2,668.76 and 2,970.01. (4) Ratio between GDP per capita and number of 
deliveries per 100,000 women between 10 and 49 years; 3,506, 3,080, 10,563, 11,982, 
9,757 and 7,402. There was a decrease in the number of births in the last 6 years 
from 3,247.08 / 100,000 in 2008 to 2,970.01 / 100,000 in 2013 (average reduction of 
1.76% / year). CONCLUSIONS: There was a decrease in the number of birth between 
2008 and 2013, with the largest number of births taking place in the regions with the 
lowest GDP per capita, especially North and Northeast Regions.
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OBJECTIVES: To determine the impact of MTM services on healthcare utilization 
and total healthcare expenditures. METHODS: A comprehensive community-based 
pharmacist-led MTM program was initiated among Texas Medicaid patients aged 
18-64 years with chronic hypertension, having at least 4 maintenance medications 
and who were continuously enrolled one year pre- and post-index (date of first MTM 
encounter). MTM data from participating pharmacies and Texas Medicaid medi-
cal and prescription claims were extracted from 4/28/2011-9/10/2014. Healthcare 
utilization and total expenditures were evaluated for a period of one-year pre- and 
post-index date. The primary outcomes were number of and expenditures on: inpa-
tient and outpatient claims (e.g., physician visits, outpatient procedures, laboratory 
tests) and prescriptions. Bivariate paired analyses were employed to compare out-
come variables pre- and post-MTM program implementation. RESULTS: Although 
141 patients received MTM services, 81 met the inclusion criteria. Patients were 
50.2±9.3 years old with the majority (83.9%) having between 1 and 4 MTM encoun-
ters in the one-year post-period. From pre- to post-, the proportion of inpatient 
claims decreased by 28.2% (from 30.9% to 22.2%; p= 0.26), but not significantly. The 
mean number of outpatient and prescription claims decreased significantly: by 
30.1% [82.62(±62.15) to 57.65(±48.82); (p< 0.0001)]; and by 13.5% [88.86(±66.49) to 
76.89(±67.66); (p= 0.043)], respectively. Total expenditures decreased significantly 
pre- to post by 31.4% from $27,543.15 (±$25,442.98) to $18,888.96 (±$21,429.53); 
(p< 0.0001). CONCLUSIONS: The Texas MTM pilot program demonstrated favorable 
economic outcomes. Total expenditures for patients with hypertension decreased 
significantly after MTM exposure. Although there were reduction in expenditures on 
inpatient, outpatient and prescription claims, provision of MTM services to Medicaid 
recipients may have the biggest impact on inpatient and outpatient healthcare 
utilization.
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OBJECTIVES: In 2014, the state of Texas is home to over 26 million individuals, 
of which 11.2% are 65 years and older. The Centers for Medicare and Medicaid 
Services require health plan sponsors to provide interactive comprehensive medica-
tion reviews (CMRs) to eligible Medicare beneficiaries. Studies to date have demon-
strated clinical and economic outcomes in MTM services that have a collaborative 
practice agreement in place. Few studies have explored the outcomes of MTM ser-
vices, where the resolution of the drug therapy problem (DTP) is dependent upon 
the prescriber. METHODS: Retrospective review of electronic medical records and 
prescription claims data were conducted in patients with one MTM consult between 
January 1stand May 31st. Estimates and respective 95% confidence intervals were 
provided for the average number of DTPs, and for the percentages of each type of 
DTP’s and MTM services.  Continuous variables were described as mean (standard 
deviation) or median (min-max) as appropriate. Categorical variables were summa-
rized as counts (percentages). The number of DTPs per patient and resolution rate 
was calculated. A proportional odd model was fitted with generalized estimating 
equations. This model considered response as a multinomial ordinal response and 
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OBJECTIVES: To examine the predictors and trends in utilization of cervical cancer 
screening (CCS) in U.S. from 2006 to 2011. METHODS: A cross-sectional study was 
conducted using data from Medical Expenditure Panel Survey (MEPS) 2006 to 2011. 
The study included women eligible for CCS belonging to the age category 21-65 years 
according to the USPSTF prescribed guidelines. The use of Pap smear test was the 
outcome of interest. The independent variables were categorized into predisposing, 
enabling, and need characteristics according to the Andersen Behavioral Model of 
Health Services Utilization. Descriptive statistics and chi-square tests were per-
formed to examine group differences. Multivariate logistic regression and trend 
analysis were performed to investigate the effect of independent factors on CCS 
use and the yearly change in the rate of CCS, respectively. RESULTS: A total of 
547,749,778 women with an average age of 42.6 years constituted the study cohort 
of which 80.39% received screening. Most of them were Whites (65.61%), followed by 
Blacks (13.18%) and Hispanics (14.57%). Result from the logistic regression indicated 
that women who were married (OR: 3.53, 95%CI: 2.97-4.20) and divorced (OR: 3.98, 
95%CI: 2.88-5.50) were more likely to receive screening compared to unmarried 
ones. Older women (OR: 1.05, 95%CI: 1.04-1.05), and those with public insurance (OR: 
2.07, 95%CI: 1.64-2.61) and private insurance (OR: 1.77, 95%CI: 1.36-2.31) were more 
likely to receive CCS compared to their younger and uninsured peers. Additionally, 
education level, income, usual source of health care, region, smoking status and 
BMI were all significant predictors of CCS. There were no significant changes in the 
rate of screening across the years assessed. CONCLUSIONS: Various predisposing, 
enabling, and need characteristics were identified as important predictors of CCS 
in women. Knowledge of these factors could be helpful in improving access to CCS, 
and consequently achieving the goals of Healthy People 2020 initiative.
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OBJECTIVES: There is limited evidence regarding the relationship between race/
ethnicity, health care quality, and hospital stays while the perceived quality of 
healthcare can impact health services utilization. We investigate race/ethnic dif-
ferences in the perceived quality of healthcare and the relationship with hospi-
talizations. METHODS: Using Medical Expenditure Panel Survey data for 2008 to 
2012, we analyzed data for adults aged 18 years and older, with at least one hospital 
stay and an evaluation using the Consumer Assessment of Healthcare Providers 
and Systems (CAHPS) quality measures. We defined healthcare quality using the 
CAHPS question that asked about the quality (10= best; 0= worst) of the health care 
received over the past 12 months. A probit regression model identified predictors of 
a high quality rating (8-10 vs. 0-7) and investigated the relationship between a high 
quality rating, race, and hospitalizations. We reported covariate-adjusted marginal 
effects. RESULTS: Application of inclusion criteria resulted in a sample of 10,892 
patients. The median age was 60 years and the race distribution was: 55% Caucasian, 
24% African American (AA), 16% Hispanic, and 5% Other. Hispanics were less likely 
(9%) than Whites to give high ratings to their providers while AA respondents were 
no more or less likely than Whites. The following factors were statistically signifi-
cantly associated with a high quality rating: high income, female gender, married 
status, and surgery patient. Following covariate adjustment, Whites and AA who 
rated their providers highly were more likely to be hospitalized (4% and 5% higher 
probability; p< 0.05) than those who did not rate their providers highly. Hispanics 
providing a high rating were less likely to be hospitalized (14% lower probability; 
p< 0.05) compared to those who did not give a high rating. CONCLUSIONS: We found 
significant differences between Hispanics and Whites in the perceived quality of 
health care with implications for the likelihood of a hospitalization.
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OBJECTIVES: Evidence-based, consensus-driven clinical pathways are increasingly 
recognized as a critical component of new delivery models and reimbursement 
methodologies including medical homes, accountable care organizations, episode-
of-care payment, and bundled payment. Providers may also have to negotiate mul-
tiple payer-specific pathways that are increasingly complex as a result of targeted 
precision medicine. Decision support tools (DST) have been considered one solution 
to navigate this complexity and optimize pathway compliance. We report on path-
way compliance variance related with or without use of a point-of-care, real-time 
oncology specific DST. METHODS: From 1/1/2012 to 12/31/2013, 38 oncologists from 
15 practices participating in a payer-sponsored oncologist-developed cancer path-
way program incorporated use of a proprietary real-time, point-of-care DST. Program 
participation and use of the DST was voluntary, but enhanced remuneration was 
provided to mitigate additional work. Retrospective data collection from fully adju-
dicated claims and from the DST was collected and compared quarterly from 10/1/12 
to 6/30/14. Physician chemotherapy regimen selections over the study period were 
reviewed for compliance to the consensus pathways. A 2-proportion z-test was used 
for data analysis. RESULTS: Of the 798 physician-generated chemotherapy selec-
tions ordered during the study period, 31% were registered in the point-of-care DST. 
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healthcare utilization, and risk level. RESULTS: In these preliminary analyses, 
1499 patients were identified by KHS from neighboring hospitals of which 556 were 
matched to randomly selected SPS patients using propensity score methods. The 
logistic regression analysis of 30-day and 180-day readmissions demonstrated a 
3% reduction in 30-day readmissions [OR= 0.968 (95% CI 0.737-1.273)] and a 36% 
reduction in 180-day readmissions [OR= 0.643 (95% CI 0.409-1.010)]. Neither esti-
mate was statistically significant using this initial test sample. CONCLUSIONS: The 
analysis of a small sample of early referrals demonstrated that patients receiving 
post-discharge pharmacist services had lower readmission rates compared with 
those who did not receive pharmacist services. While these initial results were 
not statistically significant, a pending analysis of a larger sample will increase the 
statistical power and verify the conclusion.
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OBJECTIVES: State prescription monitoring programs (PMPs) are common tools 
intended to reduce prescription drug abuse and diversion; however, their suc-
cess depends upon physicians’ awareness and utilization of these programs. 
We examined primary care physicians’ awareness, use, and attitudes towards 
PMPs. METHODS: Nationally representative mail survey of 1,000 practicing pri-
mary care physicians in the United States. We used a modified Dillman Method and 
included post-stratification weights to account for small differences in response 
rates based on specialty and country of training. RESULTS: A total of 420 eligible 
physicians (adjusted response rate 58%) returned surveys. There was no discern-
ible evidence of response-wave or non-response bias. Almost three-quarters of 
physicians (72%) reported that their state had a PMP. Of these physicians, over half 
(57%) believed that the PMP “greatly” or “somewhat” reduced abuse and diversion 
of prescription drugs while approximately one-third (28%) reported that the PMP 
had reduced such practices “a little.” Among those aware of their state’s PMP, 87% 
had used it, while among all physicians, more than half (53%) reported prior use. 
On average, physicians accessed PMP data for eight unique patients each month. 
In addition, among physicians who had previously used a PMP, approximately one-
fourth (23%) had “often” used their state’s PMP to assess the prescription histories 
of patients not necessarily suspected of abuse or diversion. Despite this, several 
barriers to use were identified. CONCLUSIONS: Most U.S. primary care physicians 
appear aware of and use PMPs at least on occasion, though many did not access 
these databases routinely. To improve PMP adoption, states should invest in pre-
scriber education and outreach. Physicians who are aware of their state’s PMP but 
unable to access it (13% of physicians) present additional challenges. Ensuring that 
PMP data are presented in a user-friendly format and are not overly time consuming 
to access may also facilitate their adoption.
PHS150
comPariSon of guidelineS and management for gaStric cancer 
Screening Between Korea and JaPan
Hamashima C.1, Kim Y.2, Choi K.S.2
1National Cancer Center, Tokyo, Japan, 2National Cancer Control Institute, Gyeonggi-do, South 
Korea
OBJECTIVES: The incidence of gastric cancer has remained high in Eastern Asian 
countries. Since gastric cancer screening has been performed as a national pro-
gram only in Korea and Japan, we compared the gastric cancer screening sys-
tem. METHODS: We compared the differences in the guidelines and management 
for gastric cancer screening between Korea and Japan on the basis of published 
papers and national reports. Indicators for quality assurance including participa-
tion rate, sensitivity, and specificity were compared. RESULTS: 1) Guidelines: the 
Korean guidelines recommend radiographic screening and endoscopic screen-
ing every 2 years for people aged 40 years and above. The Japanese guidelines 
recommend annual radiographic screening for people aged 40 years and above. 
2) Management system: Korea has performed quality assurance based on the 
existing law. Results of cancer screening are collected and linked to the national 
cancer registry. In Japan, there is no regulation for quality assurance. The Japanese 
government collects the results of cancer screening and publishes a summary 
every year. However, academic societies have supported technical skills for radio-
graphic screening. 3) Quality assurance: the participation rate is higher in Korea 
than in Japan. In Japan, the participation rate has remained at approximately 
10%. However, 80% of the participation in Korea has been screened by endoscopy. 
Although the sensitivity of radiographic screening is higher in Japan than in Korea, 
the specificity is similar. CONCLUSIONS: Although the background of gastric can-
cer screening is similar between Korea and Japan, the guidelines and management 
involve different aspects in both countries. Unlike Japan, Korea has achieved high 
a participation rate. Japan has succeeded in carrying out high quality radiographic 
screening; however, the participation rate has gradually decreased because of the 
lack of regulation. To improve quality assurance, the local context including the 
efficient use of medical resources must be considered in both countries.
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OBJECTIVES: To evaluate the impact of care continuity delivered by case manage-
ment nurses on patient outcomes and resources used throughout cancer care path-
ways. METHODS: Medline, Medline-in-process, Embase and the Cochrane Library 
uses an independent working correlation mix. RESULTS: Patients had a mean age of 
75 yrs old and were predominantly females (68%).  On average, 25.6% of DTPs were 
dependent on the prescriber. The resolution by type of response showed a 18.52% 
of acceptance by prescriber. When modeling response as a function of resolution, 
patient age and gender, the resolution was statistically significant (p < 0.001) for 
prescribers. The probability of rejection by a prescriber is 42% compared to 19% 
by a patient CONCLUSIONS: The odds of resolving a DTP by a patient is 3.8 times 
the odds of resolving a DTP by a prescriber (95% confidence interval of 1[1.9-4.9]).
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OBJECTIVES: Community Health Worker (CHW) can help improve outcomes for 
community members by linking patients to community resources and helping 
patients avoid unnecessary hospitalizations. This study aimed to identify key 
factors that can differentiate patients that are most suitable for CHW program 
and prospectively identify such candidates from a privately insured health plan 
participants. METHODS: All Commercial and Medicare members eligible for CHW 
program and who were identified with one of the chronic diseases (CHF, COPD, 
CAD and diabetes) were examined. Correlation analyses and statistical tests were 
conducted between target variable (whether member engaged in CHW program) 
and all other demographic, socio-economic, clinical and consumer data to identify 
important variables. A similarity algorithm was developed to prospectively identify 
any members whose attributes are most similar/close to the attributes of already 
engaged members. RESULTS: Based on limited historical data, 56 out of 1955 eligible 
chronic members are suitable candidates for CHW program. The key factors found 
to be associated with their CHW enrollment status include age, household income, 
number of persons living in the household, concurrent and prospective risk scores, 
pharmacy costs, presence of type2 diabetes or hypertension, use of ambulance ser-
vice in the past 12 months, likelihood of hospitalization score, length of time with 
various chronic diseases. The similarity algorithm included calculating distance 
between each enrolled CHW member and all the rest of eligible chronic members 
to identify candidates who are most similar to these existing members enrolled in 
the CHW program. As a result of the analysis, 7209 members were found to be most 
suitable candidates for CHW’s outreach. CONCLUSIONS: By identifying important 
factors and targeting individuals who are most suitable for the program, Community 
Health Workers can address member’s needs properly by filling the gap between 
communities and healthcare providers.
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OBJECTIVES: To develop an economic evaluation of the cost-effectiveness and cost-
benefit that compare the service received by the users at the Coomeva EPS point of 
care versus the service provided in other centres without service points, quantifying 
hospitalizations and costs at each centre. METHODS: A retrospective cohort study 
with the insured population of Coomeva EPS was treated in Colombia in emergency 
rooms at 20 centres. A comparison was made with centres without service points 
during the first seven months of 2014. For the patients treated in these two types 
of institutions, their triage classification of I to IV was studied and it was observed 
whether they were hospitalized or sent home over a period of 30 days at the ER. The 
ICD-10 diagnosis recorded at the end of each care service points was also observed. 
Both groups were compared with patients who were hospitalized between day 0 
and day 30, after visiting the emergency room. RESULTS: Overall results found that 
3.35% of the total medical attention provided at the Coomeva points of care, who 
were classified in triage III and IV, were hospitalized within 30 days of attending 
an emergency consultation, compared to 11.58% of patients who were treated at 
centres without such features. The point of care centre showed an ICER of 166,828 
COP compared to centres without. CONCLUSIONS: The points of attention are more 
conservative in the use of resources and their use signifying a lower risk to patients 
where only 3.35% were sent home or were hospitalized compared to 11.58% of those 
treated by no features.
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OBJECTIVES: This study evaluates the impact of pharmacist-provided post-dis-
charge services on hospital readmissions for members of a US managed Medicaid 
health plan. METHODS: Synergy Pharmacy Solutions (SPS) initiated a community-
based transitional care service for high risk members of Kern Health Systems (KHS) 
managed Medicaid plan in 2013. Over 800 patients were referred to SPS between 
April, 2013 and July, 2014. KHS classified all hospitalized members by risk of read-
mission based on current and prior healthcare utilization, along with responses to 
a health risk assessment questionnaire. High-risk members admitted to a single 
hospital were referred to SPS for post discharge services. This preliminary study 
reports results from initial analyses using a random test sample of 79 transitional 
care recipients referred to SPS and propensity score matched sample of high-risk 
KHS members discharged from neighboring hospitals. All patients referred to SPS 
were eligible for random selection for the initial analysis, including those refer-
rals who could not be contacted or who declined services. Thirty-day and 180-day 
readmissions were analyzed by logistic regression controlling for demographics, 
